Backgrounds/Aims: The roles of portal hypertension (PHT) on the postoperative course after hepatectomy are still debated. The aim of this study was to evaluate surgical outcomes of hepatectomy in patients with PHT. Methods: Data from 152 cirrhotic patients who underwent hepatectomy for hepatocellular carcinoma (HCC) were collected retrospectively. Patients were divided into two groups according to the preoperative presence of PHT as follows: 44 patients with PHT and 108 without PHT. Propensity score matching (PSM) analysis was used to overcome selection biases. Results: There were no significant differences in morbidity (56.8% vs. 51.9%, p=0.578) and 90-days mortality (4.5% vs. 4.6%, p=0.982) between the two groups. Post-hepatectomy liver failure (PHLF) was not significantly different between the two groups (43.2% vs. 35.2%, p=0.356). Patients without PHT had a better 5-year disease-free survival than those with PHT, although the difference did not reach statistical significance (30.9% vs. 17.2%, p=0.081). Five-year overall survivals were not significantly different between the two groups (46.6% vs. 54.9%, p=0.724). Repeat analyses after PSM showed similar rates of morbidity (p=0.819), mortality (p=0.305), PHLF (p=0.648), disease-free survival (p=0.241), and overall survival (p=0.619). The presence of PHT was not associated with either short-term or long-term poor surgical outcomes. Conclusions: Child-Pugh A and B patients with PHT have surgical outcomes similar to those without PHT. Hepatectomy can be safely performed and can also be considered as a potentially curative treatment in HCC patients with PHT. 
INTRODUCTION
The outcomes of hepatectomy in hepatocellular carcinoma (HCC) have improved greatly because of remarkable advances in surgical techniques and perioperative care. Adequate assessment of preoperative hepatic functional reserve and tailoring the extent of hepatectomy to hepatic functional reserve has reduced postoperative mortality and morbidity rates. 1 Thus, evaluation of the hepatic functional reserve is a key point in the therapeutic management of these patients. 2 Architectural and dynamic alterations of the liver due to the progression of cirrhosis lead to splanchnic vasodilation and an increase in portal blood flow, and ultimately the development of portal hypertension (PHT). The present study evaluated the effects of PHT on hepatectomy retrospectively through the comparison of shortand long-term surgical outcomes in patients with HCC and cirrhosis with or without PHT. Propensity score matching (PSM) was used to overcome patient selection bias and to achieve an even distribution of baseline liver function. PSM analysis was conducted using logistic regression to create propensity scores for HCC patients with or without PHT. 7 The propensity score model was generated using potential co- 
MATERIALS AND METHODS

RESULTS
Patient profiles
Among the 152 patients enrolled in this study, 44 patients (29.0%) were preoperatively found to have clinically significant PHT. The baseline characteristics of the study population with HCC according to the presence of PHT are summarized in Table 1 predictive factors for PHLF (Table 4) .
Short-term results
Analysis of the matched sample
After the one-to-one PSM, 78 patients were selected for comparison: 39 were assigned to the PHT group and an PSM, propensity score matching; HR, hazard ratio; CI, confidence interval equal number to the non-PHT group (Fig. 1) . As can be observed in Table 1 , clinical characteristics were generally similar in both groups after PSM.
The postoperative complications after PSM are shown in Table 2 (Fig. 2) .
Among the variables in univariate analysis, total bilirubin of 1.2 mg/dl or greater (p=0.047), major hepatectomy (p=0.045), and perioperative transfusion (p=0.004) were identified as independent predictive factors for PHLF. In contrast, PHT was not confirmed as an independent predictive factor (p=0.648). The logistic regression results on PHLF are shown in Table 4 . Total bilirubin of 1.2 mg/dl or greater (HR: 3.363; 95% CI: 0.989-11.433; p=0.05) and perioperative transfusion (HR: 3.526; 95% CI: 1.305-9.526; p＜0.001) were identified as independent predictive factors for PHLF. In contrast, PHT was not confirmed as an independent predictive factor. The extent of hepatectomy also was not identified as a predictor for PHLF in the post-PSM logistic regression analysis.
DISCUSSION
The outcome of liver resection in cirrhotic patients with HCC has improved greatly with better surgical techniques and perioperative care, and also because of more careful patient selection. [8] [9] [10] [11] [12] Liver resection is widely accepted as an oncologically effective treatment for HCC. However, cirrhotic patients with PHT often are not candidates for liver resection. A report on predictors of short-term outcomes in a series of 1056 consecutive hepatectomies without mortality by Imamura et al. 16 was not confirmed as an independent predictive factor.
Major hepatectomy was not identified as a predictor for PHLF in the post-PSM logistic regression analysis, although the extent of hepatectomy was associated with PHLF in the logistic regression analysis before PSM.
Finally, prognostic variables that significantly affected PHLF were an elevated total bilirubin level and perioperative transfusion. We recommend selecting patients with PHT carefully when there is a need for extensive resection to achieve a curative treatment, especially when the total bilirubin level is elevated. In order to decrease the need or amount of perioperative transfusion, meticulous surgical methods and close cooperation with the anesthetic team to minimize blood loss should be recommended.
Thus, selected patients with compensated liver cirrhosis, even with PHT, could have favorable long term results.
In conclusion, portal hypertension has been reported as a negative prognostic factor and a contraindication to liver resection. However, in this study, Child-Pugh class A and B patients with PHT have short-and long-term surgical outcomes similar to those without PHT. The presence of PHT was not an independent factor for poor surgical outcomes. Total bilirubin level and perioperative transfusion were the factors related to PHLF. Therefore, hepatectomy can be safely performed and also considered as a potentially curative treatment in HCC patients with PHT and compensated liver cirrhosis.
